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Before the 1967 Abortion Act the total number of induced abortions carried out in England and Wales was not known. It was considered that large numbers of operations were being carried out illegally and estimates were as high as 100 000 to 200 000 a year.' A national opinion poll in the United Kingdom in 1966 found that 4% of women in a sample of 3500 admitted to having had induced abortion and 11% to having attempted to induce abortion2; these are likely to have been considerable underestimates.
These operations were accompanied by a high mortality and morbidity. Between 1964 and 1966 there were 98 known deaths from illegal abortions and 10 known deaths from legal abortions; the mortality rates from all induced abortions have declined dramatically since the 1967 Abortion Act brought safer operations within reach of most women.3
One of the requirements of the Abortion Act is the statutory notification of all abortions to the Chief Medical Officer, DHSS, and reliable annual counts are therefore now available.
The object of this paper is to review trends in induced abortion since the coming into force of the 1967 Abortion Act in 1968 and to relate them to fertility trends. (table 1) .
These numbers may in themselves be misleading, and unless the ages of the women and the fertility pattems are taken into account an increase or decrease in the total number of abortions may be erroneously interpreted as implying a parallel change in rates.
To investigate trends in abortion, therefore, we considered age specific rates and the age specific ratios of induced abortions to total births.
RATES AND RATIOS
We defined the age and period specific abortion rate as:
where au is the number of abortions to women normally resident in England and Wales who were aged i in the year j, 20-29 (fig 3) when pregnancies least often result in induced abortion, as may be seen from the inversely shaped age curve for the abortion ratio (fig 2) . The combination of these two curves produces a maximum age specific abortion rate at age 18. Below this age conceptions are rarer, and above it the abortion ratio is smaller.
There are three clear period effects in the rates. After the 1967 Abortion Act there was a period of several years of increasing use of the new availability of legal induced abortion. This is most clearly seen in fig 1 in which the rates are seen to rise to a maximum in 1973. The second period effect concerns fertility rates that fell for all age groups from 1970 to 1976 (fig 3) . This coincided with a period during which family planning services became increasingly responsive to the requests of women as contraceptive advice became freely available from the community health and general practitioner services.15 Little change has been seen in the overall abortion ratio period trend (fig 3) so that the decrease in the abortion rate between 1973 and 1977 (table 1) appears to be related to and is probably caused by the decrease in fertility rates at that time. The third clear period effect is the increase in the fertility rate from 1976 to 1979, the end of the study period (fig 3) . The cohort effects are more subtle and would not be immediately apparent from graphical analyses. The first six cohort values forfertility (fig 3) come from the experience of the oldest women in the period of take-up of abortion services. Many conceptions at this age result in abortions so that these points are unreliably low and are best ignored. These were women who became sexually active at a time when the only contraceptives available to them were the barrier methods and withdrawal. Probably, they continued to use these methods after the introduction of oral contraceptives and the intrauterine device. The abortion rates decreased for cohorts along with the fertility rate until the recent rise in abortion ratios took effect. These cohorts have had progressively greater access to both reliable contraception and safe abortion. Although they have experienced declining fertility, the progressively increasing abortion ratio has caused their abortion rate cohort values to increase. It is worth bearing in mind that four additional factors could continue to cause increases in the abortion ratios and rates. These are the disenchantment with "safe" methods of contraception, in particular oral contraception and the intrauterine device, after the publication of research findings about their possible side effects"9; the pressure on health authorities to reduce regional variations in the availability of abortion services; the reluctance of people to cope with an unplanned child because of the economic recession and the impact of a child on their disposable income; and the reduction in family planning clinics as a result of financial constraints in the health service.
The statistical modelling has allowed the simultaneous assessment of age, period, and cohort effects in providing a readily interpretable summary of the data. Additionally, this method allows estimates of future abortions by extending period and cohort values linearly, and recombining with age
